Study objective-To explain the variations in depressive symptomatology among primary caregivers of community dwelling activities of daily living disabled elderly and to evaluate the role of family and religiosity on the mental health consequences of caregiving in Spain. Design-Cross sectional study. Setting-City of Leganés in the metropolitan area of Madrid, Spain. Participants-All caregivers of a representative sample of community dwelling activities of daily living disabled persons, aged 65 and over were approached. The response rate was 85% (n=194). Depression was assessed by the Center for Epidemiologic Studies Depression (CES-D) Scale. Main results-Controlling for caregivers' income, education, health status, and caregiving stress, religiosity was associated with more depressive symptoms among children caregivers while for spouses the association was negative. Emotional support was negatively associated with depression, but instrumental support was not significant. Conclusions-Depressive symptomatology is frequent among Spanish caregivers of disabled elderly. This study concludes that religiosity and family emotional support play an important part in the mental health of Spanish caregivers. The role of religiosity may be diVerent according to kinship tie and needs further investigation. (J Epidemiol Community Health 1999;53:364-369) 
1 increase the risk of mental health problems [2] [3] [4] and tends to constrict the social life of the caregiver to a world centred on the cared person. [5] [6] [7] Family conflict, generated by disagreement over the needs of the cared person or the involvement required to satisfy those needs, creates an external strain that adds to the primary stressors. 8 The concept of self may be modified as a consequence of the outside strains occasioned by caregiving. 8 More specifically, mastery and self esteem have been shown to diminish as a consequence of the care process. 8 9 Some evidence has been provided on the protective eVect of emotional support on the mental health of caregivers. 10 11 Most studies on the eVects of caregiving on the carer's mental health have been done in North America and Great Britain. 2 4 There is a lack of knowledge on the health consequences of caregiving in southern European countries, where family involvement is higher and home care services are less developed than in northern European countries 12 and North America. Recent research has shown that help received by the Spanish elderly comes, not just mainly, but almost exclusively from their families. 13 14 According to Pearlin, 1 caregiving is a process comprising the characteristics and resources of caregivers and the primary and secondary stressors to which they are exposed. Primary stressors are hardships anchored directly in caregiving. Secondary stressors are the diminishment of self concepts and strains in activities outside of caregiving. Guided by Pearlin's conceptual framework, 1 this work explores the influence of religion and family support upon the risk of depression in a population of Spanish caregivers. According to this model, the risk of depression is determined by the socioeconomic and health characteristics of the caregiver, the primary stressors of caregiving, and the available resources (family, religion, self concepts).
Family structure and culture in Spain are diVerent from those of North America and northern Europe. In Spain, many of those now over 65, lived during a period when education was inaccessible to the general population, a period when moral obligations were instilled through the observance of Catholic commandments in the family and the church. There is evidence that religious involvement has a protective eVect under conditions of stress. 15 In particular, results on the eVect of religion in the health of the elderly show that those who turned to religion in times of stress had a lower risk of psychological distress than those elderly who are not involved in religious activities. 16 17 Religious involvement has been mentioned in qualitative studies 18 both by spouse and children caregivers as a way to accept the caregiver's role. In a national survey of Spanish caregivers, 90% of them reported that the main reason for taking care of their disabled family members was because they felt they had a moral obligation to do so. 13 Moral obligations may diVer according to kinship ties, a daughter may feel responsibilities of care to a lesser degree than spouses. We have extended the original Pearlin's model to include religiosity and kinship tie between the caregiver and the cared person.
The objective of this work is to examine variations in depressive symptomatology among primary caregivers of a representative sample of community dwelling activities of daily living (ADL)-disabled elderly and to evaluate the role of family and religiosity on the mental health consequences of caregiving in Spain. Our hypotheses are that: (1) the association between objective indicators of caregiving stress and depressive symptoms may be diVerent according to kinship tie; (2) family support to caregivers is associated with lower levels of depression; and (3) religiosity may diminish the eVect of caregiving stress on depressive symptomatology.
Methods

POPULATION AND SAMPLE
Caregivers in this study are primary caregivers of ADL-disabled persons aged 65 years and over. They were identified during the fieldwork for the second wave of the longitudinal study, "Ageing in Leganés" 14 during April-June 1995. Data were collected on 1115 people over age 65. Leganés is a city in the Madrid metropolitan area with 171 400 inhabitants, 8% of whose population are aged 65 and over.
IDENTIFICATION OF PRIMARY CAREGIVERS
Each ADL-dependent elderly was asked to give the name and address of the person who helped the most in the following six personal care activities: bathing, grooming, transferring, using the toilet, walking across a small room, and eating.
In the period between March and June 1996, all caregivers identified in 1995 were located and those who accepted to participate were interviewed during home visits by a trained interviewer using a structured questionnaire. The information gathered during the interview included: sociodemographic and economic characteristics, religiosity, kinship tie, health and functional status, type of care provided, behavioural problems and incontinence of the cared person, emotional and instrumental support, social life, use of public and private health services, depressive symptoms, and psychological resources.
Of the 255 primary caregivers identified as explained above, 229 were eligible (both the disabled elderly and the caregiver were alive and continued to live in Leganés) and 194 were interviewed (overall response rate = 85%). The missing interviews were because of absence of the caregiver during five visits (n=12), unwillingness to participate (n=14), or others (n=9).
The sample population consisted of 68 caregivers pertaining to the same generation (66 spouses and 2 sisters) and 126 caregivers belonging to a younger generation. In this second group, 99 were daughters, 6 were sons and 21 were other female relatives (daughters in law, nieces, and granddaughters). The mean age for spouse caregivers was 75.7 years (SD 6.6) and for the younger generation of caregivers the mean was 60.7 years (SD 7.7). Ninety seven per cent of the study population were Catholic. Regarding formal education, 41.2% had not completed primary education. Some 88.7% were married and 82.5% had a monthly family income of more than 70 000 pesetas (150 pesetas=1 US$).
MEASUREMENT OF THE VARIABLES
The dependent variable in this study is the presence of depressive symptomatology measured as a score of 16 and over in the CES-D, a cut oV point used in most studies. The Spanish version of the CES-D from the Hispanic Health and Nutrition Examination Survey 19 was used. In the elderly sample of the study "Ageing in Leganés," the Chronbach reliability coeYcient was 0.90, while in this sample of caregivers the coeYcient was 0.91.
SOCIODEMOGRAPHIC VARIABLES
Age was grouped in four categories: <54, 55-64, 65-74 and 75+ years. Income was grouped into two categories: less than 70 000 pesetas (=470$US) and more than 70 000 pesetas per month. Subjects were classified into two categories according to level of education: incomplete primary education and complete primary education. Marital status was classified in two categories: married or unmarried.
HEALTH AND FUNCTIONAL STATUS
The variables considered were the number of chronic conditions, the number of pains and symptoms, functional limitations in the lower and upper extremities, and instrumental activities of daily living (IADL) and ADL disability. When asked if they had ever had any of 13 chronic conditions, caregivers reported an average of 3.9 (SD 2.26) chronic conditions. To assess general symptoms and pains, caregivers were asked if during the past two weeks they had experienced back or low back pain, chest pain, headache, aching legs or swollen ankles, nausea, diYculties in breathing or excessive tiredness. Here the mean number of problems reported was 3.4 (SD 2.34) (maximum = 9). Both variables, chronic conditions and pains/symptoms, were counted, then added up separately for each subject and grouped into four categories each: 0-1, 2-3 4-5 or 6+.
Seven questions were included on the function of lower and upper extremities. 20 Two measurements of disability were obtained from five Activities of Daily Living and five Instrumental Activities of Daily Living. Answers to the items in each of the three scales of functional limitations, ADL and IADL disability were coded as: "no diYculty," "some diYculty," "a lot of diYculty," and "unable." These answers were grouped into three categories for each variable: able (no diYculty), with diYculties (if diYculty in at least one item) and unable (if unable in at least one item).
CAREGIVING STRESS
The five indicators of objective primary stressors associated to caregiving were (1) amount of help provided for ADL, (2) outdoors-IADL, (3) indoors-IADL, (4) incontinence, and (5) conflictive behaviour. The caregiver was asked if he/she was providing care for each of nine ADL, five indoors-IADL, and five outdoors-IADL. On the average, help was provided in 3.1 ADL (SD 2.8), 3.6 indoors-IADL (SD 1.48) and 3.7 outdoors-IADL (SD 1.53). Incontinence of the cared elderly was reported by 29.3% of the caregivers and it was treated as a separate variable because a report on caregivers in Spain cited incontinence as the most bothersome problem for caregivers. 18 Conflictive behaviour of the cared elderly was measured using the scale proposed by Pearlin (14 behavioural items). For the statistical analysis, the answers were grouped into two categories "any conflictive behaviour" or "none." KINSHIP TIE Regarding the relationship with the person cared for, the following groups were identified: caregiver and person cared for are from the same generation (66 spouses, 2 siblings) or the caregiver is from a younger generation (105 children, 21 other female younger family members). From here on, we shall refer to the first group as the spouses and the second group as the children caregivers.
RELIGIOSITY
To measure religious involvement, self reported religiosity was selected over other indicators because of its reported stability over time. 21 That indicator was then categorised into three groups (very, somewhat, or not at all).
SOCIAL SUPPORT
Emotional support was assessed with nine statements about significant others. 1 These items evaluated the perceived availability of trustworthy relationships. The scale had response categories that ranged from "strongly agree"(1) to "strongly disagree"(5) (Cronbach's alpha=0.91). The higher the score, the lower the support. Lastly, the availability of a secondary caregiver was taken as a measure of instrumental support: 25.8% of the subjects did not receive help from a secondary caregiver. Only two persons cited formal services as secondary caregivers.
PSYCHOSOCIAL RESOURCES
Two self concepts were considered: mastery, the control that people feel they are able to exercise over forces that influence their lives; and self esteem, the regard in which you hold yourself. 8 The mastery and the self esteem scales have high reliability coeYcients: Cronbach alphas were 0.82 for both scales. These two scales were used as continuous normal variables in the analysis. For the mastery scale, the higher the score, the higher the internal control of the situation. The scale for self esteem was inverted. Therefore, the higher the score, the lower the self esteem.
STATISTICAL ANALYSIS
A series of hierarchical logistic regression equations were fitted. Variables were entered into the model according to the causal order hypothesised as explained in the introduction: firstly, caregiver's socioeconomic (model A) and health status indicators (model B) are considered background variables. Secondly, the inclusion of burden of care indicators and their interactions with kinship tie allow testing for the association of burden of care with depression and the modifying eVect of kinship tie on this association (model C). Thirdly, the associations of resources with depression are considered: religion and its possible interactions with burden of care and kinship tie (model D), social support (model E), and psychosocial resources (model F). Variables that reached statistical significance at p<0.05 were retained in the model for all subsequent steps. The analysis has been carried out using SPSS 7.0. Table 1 shows the bivariate associations of depression with sociodemographic variables, health, and functional status measures. The proportion of men with a CES-D >16 is higher than in women, although this association is not Among the objective stressors associated to caregiving, incontinence, conflictive behaviour and ADL dependency are associated to high depression scores among the caregivers (table  2A and B) . However, the number of outdoors or indoors IADL for which the caregiver provides assistance is not associated to high depressive symptomatology (table 2B) .
Results
Caregivers pertaining to the same generation as care recipients show a higher CES-D score when compared with caregivers belonging to the following generation. The relation between religiosity and depression is not significant in the bivariate analysis (table 3) . The association between emotional support and the caregiver's depressive symptomatology is very significant. Self esteem and mastery are strongly related to depression in the hypothesised direction (table  4) . Table 5 shows the results of the hierarchical regressions. Model A includes only the socioeconomic characteristic. Prevalence of depression was higher in those with low income. Once income was taken into account, neither age nor sex of the caregiver was associated to depression. In model B, those with chronic diseases and those with general pains and symptoms had higher prevalence of depression.
Model C includes primary stressors and kinship tie. Primary stressors entered into the model were number of ADL, conflictive behaviour, and number of outdoors IADL that were done for disabled elderly. Incontinence, the number of indoor IADL that were done for the elderly and kinship ties were not associated to depression. None of the interactions of primary stressors with kinship tie were significant. Model D includes religiosity and the interactions of religiosity with primary stressors and kinship tie; thus, the main eVect of kinship ties had to be added to the model at this step. The interaction of religiosity with kinship tie attained statistical significance. As expected, for spouse caregivers high religiosity is associated with low levels of depression. However, for children caregivers, the opposite is true: those with high levels of religiosity show higher prevalence of depression. Model E includes emotional and instrumental support. Emotional support is negatively and significantly associated to depression, while existence of a secondary caregiver is not associated with lower or higher levels of depression. In the final model (Model F), the associations of mastery and self esteem with depression are significant as expected. Income and health status indicators lost statistical significance when mastery and self esteem were entered into the model. The 95% confidence intervals for the odds ratios of the interactions between religiosity and kinship ties are attributable to overestimation of standard errors produced by collinearity between the main eVects and the multiplicative interaction terms. Although these confidence intervals are inaccurate, hypothesis testing of the interaction tests by comparison of likelihood functions gives a p value <0.001. * The higher the score, the lower the self esteem and the emotional support. † The higher the score, the higher the mastery. CES-D = Center for Epidemiologic Studies Depression Scale. p Value from t test for means comparisons.
Discussion
Testing of the hypotheses formulated in the introduction produce the following results: (1) associations between caregiving stressors and depressive symptomatology of the caregiver does not vary by kinship tie; (2) family support is associated to lower levels of depression, and (3) religiosity is protective for depression among spouse caregivers while among children caregivers, high religiosity is associated with more depressive symptoms. Some general information on the social context of caregiving in Spain is warranted before discussing the significance of these results. Institutionalisation of the elderly occurs rarely. Only 2.8% of people over 65 live in institution, 18 and most of these homes for the elderly (78%) are not nursing homes, nor are they equipped for disabled people. Only a minority of Spanish families can rely on private institutional arrangements, which can cost an average of 130 000 pesetas/month: more than double the minimum wage salary. Therefore, most disabled elderly live in the community with their family. 13 Regarding living arrangements, around 18% of those above 65 live alone and the proportion of elderly living alone decreases after the age of 80. 13 Formal community services are very scarce. Less than 1% of the elderly receive any kind of formal care. 13 For these reasons, community care provided to elderly comes almost exclusively from the immediate family; only two of the 194 caregivers in our sample received help from formal services. In addition, the social life of the Spanish elderly is centred on the family. 14 Under these circumstances, the family assumes practically all the responsibility for care, and within the family, more specifically, the women.
14 Thus, family support already identified as mediators in the stress process associated to caregiving, 8 10 11 plays a central part in elderly care in Spain. 22 The caregivers in our study have a high prevalence of known risk factors for depression, which may modify the association of caregiving with depression. Income, comorbidity, pains and symptoms remain significant when caregiving indicators were entered in model C. These results coincide with previous research on depressive symptomatology of the elderly population of Leganés. However, self esteem and high mastery seem to play an intervening part between income and health status associations with depression. Having a good health condition and a good economic situation may be particularly important for caregivers, because their self esteem and sense of mastery increase with both. 8 Interactions of caregiving stressors and kinship ties are not statistically significant, thus our second hypothesis had to be rejected. However, some stressors are significantly related to depression. Incontinence and conflictive behaviour have been mentioned repeatedly as the most unbearable problems in a Spanish national study of caregivers, 18 and in international studies. 23 24 Both were statistical significant in the bivariate analysis, but only conflictive behaviour was significant in the multivariate analysis. Again, low self esteem and high mastery reduced below the level of statistical significance the coeYcient for conflictive behaviour. The number of ADL activities in which caregivers lend assistance entered into the model but lost significance when family support was entered. In this study we have distinguished between indoors and outdoors IADL activities. The protective eVect of providing help in outdoors activities remains significant until the final model. Going outdoors to do errands for the cared person implies being in touch with stores and agencies in the community, which provide goods and services for the cared persons. In Spain, this exchange provides caregivers with opportunities to talk about the cared person and the caregiving process.
Evidence of the eVect of family support on depression of the caregiver is scarce. 25 Social support may be mobilised either as a consequence of a crisis situation or it may have existed before the onset of the elderly person's disability, within a context of reciprocity between spouses and generations. Some North American and British studies do not find evidence for the beneficial eVects of social support. 10 23 In our study, however, these beneficial eVects are significant. Those with lower levels of emotional support have higher prevalence of depression. However, mastery and self esteem reduced below the level of statistical significance the coeYcient for emotional support. The relations between mastery, self esteem, and depression are expected and confirm results from previous studies. 1 10 Research on religiosity and stress has shown that high levels of self rated religiosity are associated with low levels of depression. 15 16 In our study, the association of religiosity with depression varies according to kinship tie. It seems that religiosity plays a diVerent part in the stress process for Spanish caregivers belonging to diVerent generations. It could be suggested that for the very elderly, religiosity is a resource while for the younger generation it is a response to stressful situations associated to caregiving. An alternative explanation could be that the notion of religiosity for older (and less educated) women in Spain is diVerent from that of relatively younger, better informed, more challenging caregivers. At this stage of our research, with cross sectional data, no satisfactory explanation is available for this finding.
One of the strengths of our study is the representative nature of our sample. All caregivers in a random sample of disabled elderly were identified and 85% were included. Among its limitations should be mentioned the small sample size, as it weakens the ability to detect significant associations in the multivariate analysis, and the cross sectional nature of the data, which raises questions over the directionality of some of the relations tested.
The conclusion of our study is that religiosity and family emotional support play an important part in the mental health of Spanish caregivers. More specifically, the role of religiosity in the stress process associated to caregiving seems to be diVerent according to kinship tie and the consequences of the stress associated to the care process are mediated by family relationships, in the absence of formal sources of care.
